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Introduction
Early recurrence of aneurysmal disease at or above the
proximal anastomosis after open repair of an infra-
renal abdominal aortic aneurysm (AAA) is uncom-
mon. Anastomotic aneurysms can occur in patients
with graft infection. Other cases include degener-
ation or breakage of the suture line or dilatation of
the proximal aorta, especially when the aortic neck
is left too long. The average time for the development
of a secondary anastomotic aneurysm after non-
complicated AAA operation is between 6 and 12
years.1±3 Such aneurysms may rupture, can cause
distal embolism and may form aorto-duodenal
fistulas. Open revision of secondary AAA may result
in significant morbidity and mortality. According to
the literature, the operative mortality varies from
3 to 11% when reoperation is elective and from
5 to 66% when it is urgent.1,3±5
We report the use of a bifurcated stentgraft to repair
a secondary aneurysm above the proximal anasto-
mosis in a patient who had undergone a previous
open repair with aorto-iliac graft for a ruptured AAA.
Case Report
A 41-year-old man was admitted with upper abdom-
inal pain. Twenty-two months after conventional
repair of a ruptured abdominal aortic aneurysm
extending into the proximal common iliac arteries.
A Dacron aorta bi-iliac graft (Unigraft 20/11, B. Braun,
Melsungen, Germany) was implantated. Histological
examination of the wall of aortic aneurysm revealed
non-specific degenerative features with no signs of
infection or inflammation.
Duplex ultrasound examinations at 3, 6 and 12
months postoperatively did not show any abnor-
mality. Duplex scanning at 22 months, when he was
admitted with abdominal pain showed aneurysmal
dilatation of infrarenal aorta above the proximal
anastomosis.
Co-existence, medical problems included hyper-
tension, supraventricular extrasystolics and 2 vessel
coronary disease. There was no evidence of pyrexia
and a white-blood-cell count was normal. Spiral com-
puted tomography (CT) revealed that the maximal
diameter of the aneurysm was 48 mm without
evidence of calcification or periwall thrombus. The
abdominal aorta, just below renal arteries was normal
with the diameter of 25 mm and neck length of 20 mm.
The distal, iliac anastomoses were normal although
the common iliac arteries were ectatic. Arteriography
was performed with calibrated pigtail catheter to
obtain precise measurements of the stentgraft length
(Fig. 1). The endovascular procedure was performed
using one-piece bifurcated stentgraft (Powerlink,
Endologix Inc., Irvine, CA, U.S.A.). The stentgraft
length was 155 mm, main body proximal diameter of
28 mm and both iliac leg diameters were 16 mm. The
Powerlink stentgraft is made of a single nitinol wire
construction covered with ultra-thin PTFE layer.
The procedure was done under general anaesthesia
via a right femoral arteriotomy and left percutaneous
femoral access. Control arteriography after stent
deployment showed exclusion of AAA with no
zproximal or distal leakage (Fig. 2). After 3 days the
patient was discharged from the hospital. Duplex
ultrasound and a control CT at discharge revealed no
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evidence of an endoleak. Duplex ultrasound and
CT scanning at 9 months show no evidence of stent-
graft migration, no proximal neck dilatation and no
endoleak.
Discussion
Recurrent aneurysms caused by proximal, aortic wall
dilatation are uncommon but well recognised after
open AAA repair.2,6,7
The main cause of this is usually because the aortic
neck is left too long at primary operation. This was
the probable cause in our patient although a collagen
disorder must also be suspected in view of his
young age. Most true reccurent aneurysms give
no clinical symptoms until they rupture.1,6 Our
patient was fortunate to develop abdominal pain
before rupture as the mortality after respiration
for rupture is high.5,6
Endovascular repair of a non infected anastomotic
juxtarenal AAA has been described once before.7 We
opted for endovascular repair despite his young age,
because of his co-morbidity and the presence of
a suitable proximal neck. We excluded infection by
the absence of pyrexia, normal WBC and C-reactive
protein levels and also no inflammatory signs on CT
scanning.
The most important thing in any stentgraft implant-
ation is good fixation to prevent migration. We posi-
tioned the stentgraft so that its bifurcation sat on the
bifurcation of the existing Dacron graft. We hope that
this will keep the stentgraft stable because of its
column strength. We avoided suprarenal fixation
because the patient was only 41, and in such cases
one has to think about the possibility further inter-
vention in the future. For similar reasons we accepted
the extasia of the distal common iliac arteries, rather
than extending the stentgraft into the external iliac
arteries with the risk of buttock claudication and
impotence.
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